Objective: Research supports an association between regularly administering standardised measures to assess client progress (progress monitoring) and improved treatment outcomes. However, some research suggests clinicians often rely heavily and solely on clinical judgement when making treatment decisions. This study was the first to explore psychologists' implementation of progress monitoring, within an Australian clinical context. Method: A self-report survey investigated Australian psychologists' (N = 208; gender and age proportional to national representation) attitude, awareness, use, motives, and barriers towards implementing standardised assessment and progress monitoring. The survey comprised of the Attitudes towards Standardised Assessment Scales, and existing literature on progress monitoring implementation. Results: Ninety-eight per cent of psychologists were aware of progress monitoring measures, and 69% reported using them in practice. Majority of progress monitoring users rated these measures as very useful (51%) and over one third (39%) used them with most of their clients. Contrary to the hypothesis, a t-test demonstrated that attitude towards standardised assessment did not differ between progress monitoring users and non-users. Among the clinicians who have not implemented progress monitoring, time barriers were rated as most important. Conclusion: This study demonstrates that although awareness of progress monitoring may be widely known, perceived barriers may outweigh the potential benefits for some. It is also concluded that further qualitative research is needed to adequately understand these barriers and their importance. Future interventions may then promote evidence-based recommendations and focus on the practicality, utility, and workflow difficulties associated with incorporating progress monitoring.
1 Regularly administering standardised assessments for the purpose of formally monitoring client progress may be associated with improved client outcomes. 2 Clinicians rely heavily on clinical judgment when treating clients. 3 Clinicians may underestimate the rate of client deterioration and overestimate the rate of improvement.
What this paper adds
1 First substantial contribution in the exploration of Australian clinicians' attitudes towards, use, and perceived barriers and motives of standardised assessment and progress monitoring. 2 A large proportion of the clinicians incorporate progress monitoring and majority found them useful, a minority are yet to integrate this evidence-based recommendation into their clinical practice. 3 Although many clinicians may be aware of the potential benefits of progress monitoring, barriers associated with the utilisation and practicality remains.
In mental health treatment settings, psychologists often rely on clinical judgement to assess client change and their progress in therapy (Hatfield & Ogles, 2004; Ionita & Fitzpatrick, 2014; Stewart & Chambless, 2010) . However, some research suggests that clinicians may be inaccurate at identifying clients who are not improving and at risk of dropping out (Hannan et al., 2005; Hatfield, McCullough, Frantz, & Krieger, 2010) . Furthermore, mental health professionals may also overestimate the rate of client improvement, and underestimate the rate of client deterioration (Walfish, McAlister, O'Donnell, & Lambert, 2012) . There may be serious implications of relying solely on informal methods of assessing client outcomes, highlighting the need for evidence-based practice.
The American Psychological Association (APA) promotes an evidence-based approach to client care (APA Presidential Task Force on Evidence-Based Practice [Task Force on EBP], 2006). Evidence-based practice (EBP) is the integration of psychologists as "scientists," by considering best available research evidence, and "practitioners," by using clinical expertise to communicate, assess client progress, establish alliance, and consider individual client needs (Spring, 2007; Task Force on EBP, 2006) . Despite the importance of practicing under the scientistpractitioner model, there may be a discrepancy between what clinicians know and what they actually do in practice (Godin, Belanger-Gravel, Eccles, & Grimshaw, 2008; Perkins et al., 2007) .
Both current literature and the practice-based evidence paradigm support the administration of standardised feedback measures to regularly assess client progress throughout treatment (Boswell, Kraus, Miller, & Lambert, 2015; Campbell & Hemsley, 2009; Lambert & Hawkins, 2001) . Practice-based evidence encourages psychologists to continually monitor the effectiveness of their work and to ensure that they are providing for the needs of individual clients (Campbell & Hemsley, 2009) . Given APA's conclusions of the Task Force on EBP (2006) , it is essential to understand what comprises a day-today therapy routine of practicing clinicians.
Progress Monitoring
Progress monitoring (PM) is the use of standardised assessment to systematically assess client progress throughout treatment (De Beurs et al., 2011; Goodman, McKay, & DePhilippis, 2013; Ionita & Fitzpatrick, 2014) . As PM measures are generally administered in regular intervals during therapy, it provides ongoing, immediate, and individualised client feedback. These measures provide the subjective experience of symptoms and treatment progress from clients' perspectives (Bobbitt, Cate, Beardsley, Azocar, & McCulloch, 2012) . This process recognises the client as an active participant in their own treatment and encourages discussion between the client and psychologist (Bobbitt et al., 2012) . Alongside clinical judgement, data from PM is often taken into consideration when evaluating treatment progress and may reduce bias in decision-making though the provision of objective data (De Beurs et al., 2011; Hatfield & Ogles, 2007; Ionita & Fitzpatrick, 2014; Lambert & Vermeersch, 2008; Overington & Ionita, 2012) .
PM and client outcome
Research has investigated the association between PM and treatment outcomes. The rationale is that by incorporating PM early in treatment, psychologists can identify clients who are at risk of treatment failure, more easily detect clients' response to therapy, and use feedback to alter treatment if necessary (Bobbitt et al., 2012; Boswell et al., 2015) . Evidence also suggests that when utilising PM, clients may be positive about seeing a visual representation of their progress, which may subsequently provide further encouragement to continue striving for positive gains (De Beurs et al., 2011; Shaw & Murray, 2014) . PM feedback may assist to decrease the rate of treatment dropout and detect clients who are or are at risk of deteriorating. Using the Outcome Questionnaire-45 (OQ-45; Lambert et al., 1996) to monitor progress in Lambert, Hansen, and Finch's (2001) study, clients who were improving required fewer treatment sessions (Lambert & Vermeersch, 2008) . Similarly it was found that when the Partners for Change Outcome Management System (PCOMS) was adopted and real-time feedback was provided, treatment effectiveness more than doubled in effect size from baseline to final evaluation (approximately 1 year later) (Miller, Duncan, Sorrell, & Brown, 2005) . It is evident that by regularly monitoring progress, this may improve time and cost efficiency for clients and decrease opportunity for premature dropout (Ionita & Fitzpatrick, 2014) . Hannan et al. (2005) compared using the OQ-45 (Lambert et al., 1996) to clinical judgement on the efficacy of predicting negative client outcomes. At completion of therapy it was found that therapists incorrectly identified 39 of the 40 cases of clients who had deteriorated (Hannan et al., 2005 ). Lambert's (2007) meta-analysis of five controlled studies revealed that when clinicians were provided with progress graphs of clients who were not responding as expected, they had better outcomes compared to clinicians who did not receive formal feedback (Bobbitt et al., 2012; Lambert, 2007) . Last, Reese, Norsworthy, and Rowlands (2009) also demonstrated that clients whose clinicians reviewed progress via the PCOMS (Miller et al., 2005) , improved approximately twice as much as clients in the no-feedback group. Findings were consistent with Miller, Duncan, Brown, Sparks, and Claud (2003) and Miller et al. (2005) . Similarly, Lambert, Harmon, Slade, Whipple, and Hawkins (2005) found the greater reduction in client symptoms was associated with both clinician and client provided PM feedback.
It can be concluded that when clients are at risk of no improvement, deterioration, or premature dropout, psychologists who have formal client feedback may be better equipped to improve client outcomes (Bobbitt et al., 2012; Hatfield & Ogles, 2004; Lambert, 2007; Reese et al., 2009) . Research also highlights that clinicians often over-predict improvement and under-predict deterioration (Shaw & Murray, 2014) . By implementing and actively utilising a PM system, psychologists can further tailor, specialise, and improve the efficacy of their practices and the treatment they provide (Boswell et al., 2015; Campbell & Hemsley, 2009; De Beurs et al., 2011) .
Use of PM
To the authors' knowledge, there is a gap in the exploration of Australian psychologists' awareness and use of PM measures within a clinical setting. When North American psychologists have been sampled, it appears that majority of psychologists do not use standardised assessment to regularly monitor client change. The APA Committee for the Advancement of Professional Practice (CAPP) surveyed 15,918 psychologists in 1995. Of the sample, 29% reported using outcome measures and of those, 60% used standardised measures (Hatfield & Ogles, 2004; Phelps, Eisman, & Kohout, 1998) . Bickman et al. (2000) concluded that 23% of 539 child and adolescent clinicians used standardised outcome measures. Hatfield and Ogles (2004) found 33% of 874 APA members used PM in clinical practice. However, of psychologists who used PM, only 74% gathered client completed feedback measures (i.e., 26% obtained feedback from individuals other than the client) (Hatfield & Ogles, 2004) . In a large study, Ionita and Fitzpatrick (2014) found that of the 1,668 Canadian psychologists surveyed, majority (67%) were unaware of PM measures and only 12% reported using them. Whereas 33% of 269 Canadian psychologists who primarily treated adults, used PM in Westmacott's (2011) study. The proportion of psychologists that utilise PM is variable; however, research indicates that majority do not engage in regular PM. This proportion within the Australian community is yet to be explored.
Characteristics of psychologists using PM
The APA CAPP found that North American users of PM were psychologists who were more likely to work in medical settings and who had more recently received their practicing licence (Phelps et al., 1998) . Hatfield and Ogles (2004) found that psychologists who reported using PM were more likely to work with children and adolescents as opposed to adults, based in institutional settings and cognitive-behaviourally oriented as opposed to insight oriented or eclectic (Hatfield & Ogles, 2004) . Conversely, Ionita and Fitzpatrick's (2014) findings indicated that psychologists who used and were aware of PM were more likely to provide therapy for adults, and users were more likely to be eclectic in theoretical orientation. Similarly to the APA CAPP, Ionita and Fitzpatrick (2014) found that psychologists who were aware, had significantly fewer years since graduation, however years since graduation did not differentiate users and non-users of PM (Phelps et al., 1998) . There is little consistency between the limited number of conducted studies, and therefore little agreement on typical profiles of psychologists who incorporate PM into clinical practice. Hatfield and Ogles (2004) found that psychologists were more likely to use PM as a result of the information gained (e.g., progress since intake), as opposed to external pressures (e.g., required by work setting). Despite evidence supporting the benefit of implementing PM, many obstacles remain. The most commonly reported reasons for not using PM include "adds too much paperwork," "takes too much time," "adds an extra burden on clients," and to a lesser extent perceived as "not helpful or relevant to practice" (Hatfield & Ogles, 2004) . It is important to evaluate if Australian psychologists perceive outcome measures as unhelpful, as most evidence is in support of the contrary.
Motives and barriers

This Study
The value of PM is evident, including for tracking client progress, determining if treatment or approach should be altered, and identifying clients who are improving, showing no change, or deteriorating (Bobbitt et al., 2012; Hannan et al., 2005; Lambert, 2007) . However, to the authors' knowledge, the awareness and use of PM in Australian clinical practice is yet to be investigated. As a result, this study was grounded upon research by Hatfield and Ogles (2004) and Ionita and Fitzpatrick (2014) in North American populations. As improvements in electronic technology have assisted in the provision of psychotherapy, it is useful to determine if implementing PM continues to be impacted by traditional time and paperwork barriers (Hatfield & Ogles, 2004; Van Allen & Roberts, 2011) . Additionally, it is advantageous to explore the importance placed on informally monitoring client progress, in those that are unaware non-PM-users and aware non-PM-users.
It is proposed that by understanding psychologists' attitude towards PM, their intention to use these measures will be better understood. Furthermore, this allows opportunity to improve attitudes towards PM, which is likely to increase intentions and the likelihood of higher implementing, according to the theory of planned behaviour (TPB) (Ajzen, 1991; Armitage & Conner, 2001; Francis et al., 2004; Godin & Kok, 1996; Jensen-Doss & Hawley, 2010) . Additionally, this would provide empirical support for addressing barriers and limitations of using formal client feedback measures (Jensen-Doss & Hawley, 2010) .
The primary aim of this exploratory study was to understand Australian psychologists' attitude, awareness, use, motives, and barriers to implementing standardised assessment and PM. A secondary aim was to determine profile characteristics of clinicians who are more likely to use PM.
According to the TPB, attitude towards standardised assessment would be associated with utilising PM (Ajzen, 1991) . Consequently, it was hypothesised that users of PM would have more positive attitudes towards standardised assessment than non-users. Second, it was hypothesised that of psychologists who use PM, higher evaluation of usefulness would be associated with increased use in practice.
Method Participants
In total, 1,048 Australian psychologists and psychology students from the NovoPsych database (app-based program providing psychometrics) were invited to complete an online survey in 2015. Of the initial 748 invitations emailed, 168 (22.5%) surveys were completed. Approximately one month after initial contact, a second invitation was sent to the remaining 353 psychologists, resulting in a total of 225 (of 748; 30.1%) responses. The second chief investigator invited an additional 300 psychologists to participate. A total of 248 participants responded to the survey. Completed surveys from psychologists practicing in Australia who provide intervention for clients were included, resulting in a final sample of 208 registered Australian psychologists.
Representation in the sample was roughly proportional to national representation as approximately 83% of the participants were female, and the most prevalent age groups were 41-50 (27%) and 51-60 (24%; Psychology Board of Australia, 2015). Additional demographic characteristics are presented in Table 1 .
Materials
A Qualtrics survey on attitude, awareness, and use of standardised measures and PM was developed for this study. Survey items were developed based on existing surveys and literature of standardised assessment and PM (Francis et al., 2004; Hatfield & Ogles, 2004; Ionita & Fitzpatrick, 2014; JensenDoss & Hawley, 2010) . The survey was part of a larger study and the sections relevant to this paper include: demographic and psychologist characteristics (Table 1) , Attitude towards Standardised Assessment Scales (ASA), and PM.
Attitude Towards Standardised Assessment Scales
Items from the ASA were included in this survey to assess psychologists' view towards standardised assessment measures (Jensen-Doss & Hawley, 2010) . The ASA was developed by Jensen-Doss and Hawley (2010) and is based on research of clinician views towards evidence-based assessment (EBA) and theories of reasons why clinicians do not practice EBA. Of the 22 ASA items, six items that were not relevant to this study were excluded from the final survey (Jensen-Doss & Hawley, 2010) ( Table 2 ). Items were rated on a 5-point Likert scale (1 = strongly disagree, 5 = strongly agree). The three domains that were measured include, Benefit over Clinical Judgement, Psychometric Quality, and Practicality and negative items were reverse coded. Total item scores were averaged, creating a total score; high scores indicated positive attitude. The internal consistency values for the three scales within the ASA were .42, .53, and .64. This is reduced compared to the original study (due to the exclusion of items) at .72-.75; however, it is an acceptable level of internal consistency for the purpose of this study. Participants also indicated how frequently they used standardised measures in the past month.
Progress monitoring
Following a brief description of PM, participants indicated if they were aware and had used PM in the past month. Participants who had used PM were asked to list the PM measures they use, an open-ended question. This was coded by measuring the frequency that each measure was reported. Next, participants indicated how frequently they used PM measures (1 = with very few clients, 4 = with all clients). Next, they were asked to rate the importance (1 = not at all important, 5 = extremely important) of six reasons to indicate why they engage in PM (e.g., track client progress, determine if there is a need to alter treatment) and overall, how useful (1 = not useful, 5 = extremely useful) it is in their practice. Participants who did not use PM, rated (1 = not a reason, 5 = very important) six reasons (e.g., adds too much work) and the degree (1 = strongly disagree, 5 = strongly agree) to which they apply five methods of monitoring client progress (e.g., clinical judgement).
Procedure
Ethical approval was obtained from the Monash University Human Research Ethics Committee. The contact details of the participant pool were obtained from a voluntary mailing list through an online psychometrics provider, NovoPsych (access provided by chief investigator). Personalised invitations were sent via email and participants were given a brief description of the study, an explanatory statement, and an electronic link to the survey. They were informed they had the option to go into a draw to win two Gold Class Movie voucher tickets. Participants were also permitted to pass on the invitation to other Australian psychologists. Following the initial invitations, one follow-up email was sent approximately one month later.
Results
SPSS version 23 was used to conduct all statistical analyses. An alpha level of .05 was used unless stated otherwise. As missing data was less than 5% for all variables and deemed to be missing at random, exclude cases pairwise option was used (Tabachnick & Fidell, 2013) .
Demographic Data
Approximately one third of participants received their qualification five years ago or less (30%), and over half of the participants graduated with a master's degree (52%) ( Table 1) . Forty-five per cent of the sample were general psychologists, followed closely by clinical psychologists (30%). Sixty per cent of psychologists reported working in a private setting most commonly with adults aged 25 years and over (51%), and 49% reported adopting a cognitive-behavioural theoretical orientation while 21% of the sample were eclectic (Table 1) .
PM Use
In this sample, 98% (n = 204) of psychologists were aware of PM measures prior to the survey. Sixty-nine per cent reported using PM (n = 143) and majority found them very useful (51%; n = 73). Over two thirds (71%) who reported incorporating PM measures used them with some (33%; n = 47) or most clients (39%; n = 55).
Attitude Towards Standardised Assessment
Scores from the ASA items were summed and averaged, creating a total ASA score (M = 3.53, SD = 0.37). Higher scores indicated more positive attitudes towards standardised assessment. Assumptions were met and one outlier was identified; however, with a very large sample size a few outliers are expected (Hills, 2011) . A Bonferroni-adjusted alpha of .025 (.05/2) was used. An independent t-test indicated no significant differences in attitude towards standardised assessment between psychologists who used PM (M = 3.55, SD = 0.38) and psychologists who did not (M = 3.50, SD = 0.34), t(206) = 0.92, p = .36, and as a result the hypothesis was not supported.
Reasons for and Against Using PM Measures
Of the five reasons that were presented for why PM measures might be used, psychologists rated how important each reason is to them and that explains why they use PM. Reasons are listed in order of the highest mean ratings in Table 3 . Psychologists rated "tracking client progress" as the most important reason for using PM, whereas "business marketing" was rated the least important reason (Table 3) . Psychologists who did not report using PM rated 10 possible reasons (1 = not a reason, 5 = very important) for not doing so (Table 4 ). The highest rated reasons for not incorporating PM measures in clinical practice was that "they take too long to administer and score" and that they are "too much of a burden for clients" (Table 4) . They rated the extent to which they applied five different methods (which did not include the use of PM measures) of monitoring client progress; results are presented in Table 5 .
Association Between Usefulness and Frequency
PM users rated the usefulness (M = 3.45, SD = 0.98) and how frequently (M = 2.81, SD = 0.86) they used PM in the past month. Higher ratings suggested positive attitude of usefulness and using PM with more clients. A Pearson product-moment correlation was performed, assumptions were met and an adjusted Bonferroni-adjusted alpha (due to second correlation performed) level of .025 (.05/2) was used. As hypothesised, a moderate positive association was found between ratings of usefulness and how often PM was used, r(141) = .40, p < .001, 95% confidence interval [−0.59, −0.26]. Perceived increased usefulness was associated with using PM measures with more clients, and usefulness explained 16% of the variance in how frequently PM measures were used.
User Profile
To examine whether categorical demographic data (gender, age, area of practice, highest degree, years since qualification, primary clientele, work setting, and theoretical orientation) was associated with PM use, a chi-square test for independence was conducted (Table 6 ). The assumption for an expected cell count of ≥5 for 80% of cells was met by regrouping categories (Pallant, 2011) . Categories that were regrouped were defined as "other." Using a Bonferroni-adjusted alpha level of .006 (.05/8), the hypothesis was partially supported as PM usage was found to have a significant association with primary clientele and work setting (Table 6 ). This indicates that using or not using PM in practice is in part associated with the types of clients psychologists are treating (e.g., children, young adults, adults), and their work setting (e.g., private practice, public). The chi-square test indicated that area of practice (i.e., general psychology, clinical psychology, educational and developmental psychology, counselling, clinical neuropsychology, and other) was not associated with the likelihood of psychologists using PM measures (Table 6) .
To analyse the significant chi-square between PM use and primary clientele and work setting, nine 2 × 2 post hoc comparisons were conducted. Due to the exploratory nature of the study, a more liberal familywise error rate of .15 was maintained by using a Bonferroni-adjusted alpha of .017 (.15/9) for additional analyses (Hills, 2011) . Psychologists primarily treating adults (80%) were more likely to use PM than psychologists primarily providing services for children (46%), χ 2 (1, n = 167) = 17.26, p = < .001, with a medium effect size, Phi = .34. Psychologists working in private practice (74%) and other settings (79%) were more likely to use PM compared to psychologists working in primary or high schools (41%), χ 2 (1, n = 158) = 11.72, p = .001, with a small to medium effect size, Phi = .29, (41%), χ 2 (1, n = 58) = 6.80, p = .009, with a medium effect size, Phi = −.38, respectively.
Discussion
The primary aim of this study was to explore Australian psychologists' attitude, awareness, use, motives, and barriers towards implementing standardised assessment and PM in Note. Ratings of extent methods are applied range from 1 (strongly disagree) to 5 (strongly agree). n = 65. Note. Ratings of reasons range from 1 (not at all important) to 5 (very important).
Clinician attitudes on progress monitoring J Chung and B Buchanan clinical practice. A secondary aim was to identify demographic characteristics of psychologists that might be more likely to use PM (Ionita & Fitzpatrick, 2014) .
Awareness and Use of PM Measures
A major finding was that almost all Australian psychologists in the sample (98%) were aware of PM measures, and 69% incorporate PM in clinical practice. Majority of PM users reported them to be very useful and use them with most clients in clinical practice. In comparison, only 12-33% of North American psychologists have been reported to use structured tools to regularly assess client progress (Bickman et al., 2000; Hatfield & Ogles, 2004; Ionita & Fitzpatrick, 2014; Phelps et al., 1998; Westmacott, 2011) . As past researchers have speculated, the growing proportion of psychologists engaging in PM may be explained by increased awareness and the growing emphasis of practice-based and evidence-based recommendations by the Australian federal government and funding regimes including insurance and Medicare (Hatfield & Ogles, 2004) . Unexpectedly, over half of the sample reported using PM. This may be associated with changes in the practice of psychology (Hatfield & Ogles, 2004) . Perhaps more recently, psychologists are becoming increasingly aware of PM measures and the benefits of regularly assessing client symptoms. This may be a result of enhanced awareness of the Task Force on EBP (2006), which states a portion of clinical expertise involves monitoring client progress. Second, improvements in technology have led to the use of electronic records and online testing and assessment, making clinical settings more efficient (Lehavot, Barnett, & Powers, 2010; Van Allen & Roberts, 2011) . It is speculated that as a result, psychologists are spending less time scoring and evaluating assessment results and it is now easier for psychologists to incorporate regular PM. This will need to be understood more clearly in future research as it is important to ascertain if technological advances are a contributing factor to the growing number of psychologists who engage in PM.
A large proportion of the sample were recruited via NovoPsych, an iPad application that provides access to psychological measures. This suggests that respondents may potentially be biased towards standardised measures. However, the majority of individuals who have signed up to NovoPsych, are not recurrent users. This demonstrates that these psychologists may have greater intentions of using standardised assessment, but does not determine current practices and behaviour. Nevertheless, this sample of psychologists may be a biased representation of Australian psychologists, and the large proportion of PM use may therefore paint on overly optimistic view of implementation in the wider clinical community.
As hypothesised, findings indicated a moderate positive association between the usefulness and benefits of PM with how frequently they are used. This indicates that psychologists who find PM very useful in practice are also positive towards and willing to incorporating this practice with most clients. This promising finding suggests that when standardised measures are used to gather client feedback and monitor change, the benefits outweigh potential downfalls.
Attitude Towards Standardised Assessment
It was found that this sample of Australian psychologists was very positive towards standardised assessment, and more so in comparison to child mental health professionals surveyed in Jensen-Doss and Hawley's (2010) study. The hypothesis, according to the TPB (Ajzen, 1991) , that psychologists who use PM in clinical practice would have more positive attitudes towards standardised assessment compared to psychologists who did not, was not supported.
Evidence has supported applying the framework of the TPB for understanding psychologists' behaviour (Casper, 2007) . Therefore, it is likely that we need to examine all three components of the TPB; attitude, subjective norms, and perceived behavioural control, to better understand the intention and behaviour of implementing evidence-based recommendations (Perkins et al., 2007) . Future research should focus on evaluating psychologists' outlook on the above three components, and as a result may lead to an intervention based on the TPB, which can potentially increase intentions and implementation of PM.
Benefits and Barriers of Implementing Feedback Measures
Psychologists' motivations for using PM were consistent with research conducted by Hatfield and Ogles (2004) . The results indicated that psychologists who use PM are not motivated by pressure from external sources, such as work setting or funding providers. Instead, psychologists use these measures to assess progress because they provide valuable information that assists in their ability to provide a beneficial service. These implications are encouraging as it suggests psychologists have the desire to continually improve as practitioners, implement a practice-based evidence system, and use a more standardised method of assessing treatment effectiveness.
Conversely, perceived impracticalities are a significant reason why psychologists are not using PM. This suggests there may be a misconception around the feasibility of client feedback measures, as taking too much time to administer and score; despite the wide range of readily available brief and validated PM measures (e.g., Outcome Rating Scale; Miller et al., 2003) . In saying that, psychologists may continue to have difficulty in finding extra time to administer assessments regularly during therapy sessions. It must also be acknowledged that mean ratings of possible barriers were low and therefore we are yet to fully understand the real obstacles psychologists perceive in regularly administering PM. This finding was also consistent with Hatfield and Ogles (2004) .
Other Methods of Monitoring Progress
Research indicates that clinical judgement may not be the most effective and accurate method of predicting negative client change (Hannan et al., 2005; Hatfield et al., 2010) . Despite these findings, and consistent with previous research, in this sample of psychologists, it was found that those who do not use PM, continue to fully rely on clinical judgement and observation of clients, to track and determine client progress in treatment, as opposed to incorporating feedback measures (Ionita & Fitzpatrick, 2014; Stewart & Chambless, 2010) .
User Profile
The hypothesis that psychologists' characteristics (e.g., gender, age, primary clientele, work setting, and theoretical orientation) would be associated with using PM, was partially supported. Psychologists who use PM were more likely to primarily provide therapy for adults, work in private practice, and or other settings (e.g., higher education, community health). Results were partially consistent with previous findings from Ionita and Fitzpatrick's (2014) study, as PM users were more likely to primarily work with adults. However, unlike in Hatfield and Ogles' (2004) research, psychologists who used PM were more likely to work with children and adolescents. These findings are to be further explored.
Interpretation is adapted from Ionita and Fitzpatrick (2014) , where it was suggested that lack of PM users who treat children, may be associated with the fact that many measures were initially created for use with adult clients. Although child versions of PM measures are available (e.g., the Child Outcome Rating Scale [CORS]; Duncan, Sparks, Miller, Bohanske, & Claud, 2006) , these measures are less well known and less frequently discussed in literature. As a result, psychologists working primarily with children may have less exposure and access to PM measures appropriate for their clientele (Ionita & Fitzpatrick, 2014 ). Improving awareness of child measures, such as the CORS (Duncan et al., 2006) , could be highly beneficial for psychologists working with children.
Limitations
First, although the sample size of this study is sufficient, many participants were recruited via NovoPsych, an iPad application providing psychometrics. A low to moderate response rate of 30% from psychologists invited via NovoPsych and chain sampling, and a low response rate of 8% from psychologists invited though other means, resulted in a potentially biased sample. Psychologists who had signed up to NovoPsych may be more likely to use, be aware of and have more positive attitude towards standardised assessment and PM, compared to the general population of Australian psychologists.
Second, as the survey relied fully on self-report, and with high face validity, it may have potentially elicited socially desirable responses. Although responses were anonymous and associated with no negative implications, there is evidence to suggest that when asked to self-report, health care workers may overestimate their adherence to evidence-based recommendations (Adams, Soumerai, Lomas, & Ross-Degnan, 1999; Casper, 2007) . In addition, the importance of other elements to client change (e.g., client expectations, treatment modality) as well as the therapeutic alliance was surveyed, producing variability in responses. The findings observed in the present study should be interpreted in light of the limitations mentioned above.
Significance and Implications
This research study was the first, to the authors' knowledge, to explore Australian psychologists' attitude, awareness, use, and barriers towards implementing PM in Australian clinical practice. With a sample size of over 200 participants, it provided this study with sufficient power and an increased ability to detect a meaningful and true effect. This study was also the first to understand Australian psychologists' perspectives on the utility and usefulness of standardised assessment and PM; as well as the importance of varying elements that contribute to client change. There is a great deal of research on evidencebased recommendations; however, little can be said about research on psychologists actually following guidelines in their therapy rooms. This research provides an insight into how psychologists really practice and contributes to the limited understanding of common practices in private therapy sessions.
It was found that the majority (69%) of Australian psychologists are following best practice guidelines according to the APA, and regularly using standardised measures in addition to clinical judgement when considering treatment decisions and determining client progress (Spring, 2007; Task Force on EBP, 2006) . Although almost one third did not report implementing PM measures, all in all, it is evident that a much larger proportion of psychologists are incorporating standardised measures to regularly monitor client progress, than in previous years (Hatfield & Ogles, 2004; Ionita & Fitzpatrick, 2014) . It is speculated that with increased popularity of technology-assisted psychometrics, it is easier for psychologists to integrate standardised assessment into daily practice.
In addition to the difficulties psychologists have disclosed regarding implementing PM, it is also speculated that psychologists' confidence in their own clinical judgement is likely to exist as a barrier to implementing routine standardised assessments. As psychologists mainly practice autonomously, using feedback systems and monitoring clients' response to treatment may make practice more "transparent." This may evoke anxiety in some psychologists as they may feel their clinical judgement and expertise is being questioned. Prior to targeting implementation of these standardised feedback measures, barriers need to be addressed, alleviated, or lessened.
In medical related professionals, the TPB has been used to better understand behaviour, allowing the provision of training and intervention leading to increased intentions and ultimately implementation of positive work practices (Edwards et al., 2001; Jenner, Watson, Miller, Jones, & Scott, 2002; Perkins et al., 2007) . Casper (2007) concluded that following an education class using TPB principals (Ajzen, 1991) , mental health practitioners had stronger intentions and increased implementation rates of a standardised assessment tool than prior to intervention. It is proposed that interventions can be developed using the framework of the TPB (Ajzen, 1991) , to improve attitude, subjective norms, perceived behavioural control around using standardised tools to regularly monitor client symptoms. This may then lead to improved client outcomes, lowered dropout rates, and an improvement in the benefit of psychological services (Lambert, 2007) .
Based on current findings, the following core component is suggested for future interventions to target the use of PM. The consistent consensus of PM requiring too much time suggests that psychologists may have difficulty regularly using standardised assessment largely due to difficulties in workflow and time management. In a busy workday with back-to-back clients, psychologists may find the extra burden of implementing routine assessments into the session, impractical and unmanageable. This suggests intervention should focus on the utility, practicality and workflow management associated with implementing PM in clinical practice.
Future Research
The recruitment method in this research may have elicited a bias sample (large proportion were NovoPsych users). To gain a broader representation of all Australian psychologists' attitudes and behaviour, in addition to the demographic that were targeted in the current sample, in future it is suggested to recruit a sample of members of the Australian Psychological Society, as well as specifically targeting psychologists working in hospital, public and community settings as their representation in this study was low. In this broader representative sample, there would be great value in determining if attitude towards standardised assessment in those who do not use PM differ from the comparative subgroup in this sample. The next step in research would be to evaluate all three elements of the TPB by understanding psychologists' attitude, subjective norms, and perceived behavioural control towards PM (Ajzen, 1991; Francis et al., 2004) . Future research should consider semi-structured interviews to encourage and give voice to psychologists about specific barriers, as they may be more inclined to further explain their reasoning and personal experiences. As there seems to be an upward trend in the use of PM measures, it would be advantageous to understand if advances in technology have attributed to this. After implementing a trial intervention to target the use of PM, it would be beneficial to determine the effectiveness of these interventions and its influence on implementation rates.
Conclusion
It is evident that there is a need for more psychologists to be aware of and incorporate structured standardised tools for regular assessment of client progress. This study has demonstrated that although most psychologists are aware of measures that allow the tracking of client symptoms, much less actually use them in practice. Psychologists who use these measures strongly believe in their usefulness; and psychologists who do not, are concerned about the practical utility and whether the time taken to engage in these measures is worth potential gains.
Psychologists are encouraged to routinely implement standardised tools despite their confidence in their own ability to predict client progress. Interventions should target difficulties associated with the workflow of implementing routine standardised assessment, as well as enhance psychologists' attitude towards the usefulness of this practice. Before concluding, it is imperative to note that standardised assessment tools are only one source of information. It is not the authors' intention to argue that psychologists should rely solely on PM. Instead, it is suggested that when making treatment decisions and case formulation, psychologists apply clinical expertise and judgement, with consideration of client feedback from standardised assessment tools.
Overall, this study is the first substantial contribution to scholarly literature on Australian psychologists' awareness, use and attitude towards PM. In future, regular surveying of Australian psychologists' would allow continued examination of developing trends. As literature suggests that using these measures to regularly assess clients' progress may improve the benefit of psychological services (Bobbitt et al., 2012; Hatfield & Ogles, 2004; Lambert, 2007; Reese et al., 2009) , psychologists are encouraged to participate in these evidence-based recommendations.
